can be distributed widely throughout the body. However, these findings are insufficient to support a definite diagnosis, especially at their onset. Eosinophilia is common in patients with pancreatic disease and subcutaneous fat necrosis [2] . However, laboratory data alone are insufficient for a definite diagnosis without abdominal symptoms. Whole-body computed tomography (CT) scanning was performed to clarify the etiology of the fever in this patient and revealed pancreatic acinar cell carcinoma and liver metastases. Acinar cell carcinoma of the pancreas often occurs in middle-aged men with nonspecific symptoms. Arthritis and subcutaneous fat necrosis were observed in 16% of those patients. Half of the patients had metastases at presentation; an additional 23% subsequently developed metastases. One-year and 3-year survival rates were, respectively, 57% and 26% [6] . Radical therapy for the patient, even after definite diagnosis when extra-abdominal symptoms appear at presentation and after a long lapse in making the diagnosis, is almost impossible to prevent a rapid and fatal outcome of this disease. Indeed, an autopsy revealed pancreatic carcinoma in a patient with polyarthritis and subcutaneous fat necrosis [7] . Abdominal CT would show the tumor in the pancreas whether abdominal symptoms exist or not. However, it would be unusual to perform abdominal CT of patients with fat necrosis or polyarthritis unless we keep this condition in mind [3, 6] . High serum lipase levels also facilitate a definite diagnosis [3, 4, 6] . So that earlier diagnoses can be made following appropriate therapy [4] , we must bear in mind the possibility of subcutaneous and intraosseous fat necrosis attributable to pancreatic disorders, including acinar cell carcinoma.
Fat necrosis associated with pancreatitis or pancreatic carcinoma was inferred as resulting from the liberation of lipase and other enzymes into the circulation directly or via lymphatic channels [8, 9] . Many case reports have described the elevation of pancreatic serum enzymes such as amylase [8, 9] , trypsin, and, especially, lipase [1, [3] [4] [5] . A possible cause of arthritis in patients with pancreatic disease is free fatty acids, which might cause arthritis when released into the joints [1] . Simkin et al. [10] explained the elevation of free fatty acids in the synovial fluid of the inflammatory joint in those patients. However, some patients with pancreatitis and subcutaneous fat necrosis show accompanying pleural and pericardial effusions aside from arthritis [8] . Immunofluorescence studies of the inflammatory pleura showed that the staining of immunoglobulins G and C3, C1q, C3, C4, C5, and CH50 was also reduced in serum and in pleural and pericardial effusions. Based on these facts, immune complex formation, except for the free serum lipase, might be the pathogenesis of inflammation associated with pancreatic disease [8] .
